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Adaptat ion of  a GAD Treatment for Hypochondrias i s  

Fr6d~r ic  Langlois ,  H6tel  D ieu  de Ldvis  
R o b e r t  L a d o u c e u r ,  U n i v e r s i t d L a v a l  

Health preoccupations are present in both generalized anxiety disorder (GAD) and hypochondriasis. Contrary to GAD, in which ex- 
cessive anxiety and worry encompass a number of events or activities, health is the central theme of warty in hypochondriasis. A re- 
cent study demonstrated that two processes involved in GAD are also involved in health anxiety. In light of these findings, adapting 
the treatment for GAD to hypochondriasis was warranted. In  the present study, 6 hypochondriacal patients participated in a mul- 
tiple baseline single-case design. Patients were assessed by means of a structured interview before and after treatment. Treatment tar- 
geted the following components: (a) awareness of worry, (b) intolerance of uncertainty toward health, (c) faulty beliefs regarding 
worry and anxiety, (d) cognitive avoidance and relapse prevention of reassurance or avoidance behaviors, (e) poor orientation to 
physical symptoms and problems, and (f) relapse prevention. Following treatment, none of the 6 patients met criteria for hypochon- 
driasis. Results confirmed that a treatment targeting excessive worry is effective for hypochondriasis. All participants reached a high 
end-state functioning at the 1-year follow-up. The clinical implications of these results are discussed. 

OME YEARS AGO, hypochondriasis was considered to 
he a disorder particularly resistant to intervention 

(Nemiah, 1985) and the prognosis was considered to be 
relatively poor  (Fallon, Klein, & Liebowitz, 1993). Preva- 
lence is difficult to assess because nosological borders are 
loosely defined and also because the difference between 
the clinical and the nonclinical level is not  clearly defined 
(Barsky, Wyshak, Klerman, & Latham, 1990). A mtfltisite in- 
ternational study estimates that hypochondriasis is found  
in 0.8% to 1.5% of the general population (Gureje, Ustfin, 
& Simon, 1997). Prevalence is most  likely higher  in the 
context o f  health services than in the general populat ion 
since these persons are already seeking medical treat- 
men t  (Noyes, Happel,  & Yagla, 1999). 

Individuals suffering f rom hypochondriasis desper- 
ately seek to identify the physical causes of  their symp- 
toms and will often consult several medical professionals. 
The  cost for  society is significant. Hypochondriasis  is de- 
fined as the preoccupat ion  with or  the belief that  one  
has a serious disease (American Psychiatric Association, 
1994). The fear o f  illness (health anxiety) is an important  
e lement  and may constitute a basic aspect of  hypochon-  
driasis; in this sense, it is interesting to highlight the over- 
lap between this somatoform disorder and the anxiety 
disorder. Hypochondriasis shares some qualifies with 
anxiety disorders that are characterized by health preoc- 
cupations, namely, generalized anxiety disorder (GAD; 
Barsky, 1996). Furthermore,  as proposed by Salkovskis 
and Clark (1993), hypochondriasis and panic disorder 
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patients have an enduring tendency to misinterpret bodily 
sensations. Compulsive behaviors widely found  in the 
obsessive-compulsive (OCD) populat ion are also present 
in hypochondriasis (Barsky, 1992). Evidence suggests that 
categorizing hypochondriasis as a somatoform disorder is 
questionable. Some authors have proposed that hypochon- 
driasis should be considered an anxiety disorder (Fallon 
et al., 1993; Noyes, 1999; Schmidt, 1994). 

Recently, some authors have proposed that strategies 
used successfully in the t reatment  of  other  forms of  anxi- 
ety may also be used for hypochondriasis or  health anxiety 
(Bolduc, Freeston, Mainguy, Marchand, & Todorov, 1999). 
For example, Warwick and Salkovskis' (1990) conceptual- 
ization of  hypochondriasis implies components  usually 
used in the t reatment  of  OCD. This conceptualization 
has been demonstrated to be effective in the t reatment  of  
this disorder (Clark et al., 1998; Warwick, Clark, Cobb, & 
Salkovskis, 1996). Hence,  it can be proposed that these 
clinical aspects were useful in the t reatment  of  hypochon-  
driasis because the disorders share some of  the same pro- 
cesses. Some studies have demonstrated that cognitive- 
behavioral t reatment is a promising approach for the 
treatment of  this disorder as both an individual and group 
in tervent ion (e.g., Avia et al., 1996; B o u m a n  & Visser, 
1998; Clark et al., 1998; Furer, Walker, & Vincent ,  1999; 
Stern & Fernandez, 1991; Warwick et al., 1996). Those 
cognitive-behavioral treatments target processes that are 
implicated in health anxiety, but  the processes are also 
implicated in other  conditions of  anxiety: reassurance 
seeking, behavioral avoidance, cognitive avoidance, and 
faulty belief. 

A recent  study clarified different processes implicated 
in health anxiety (Langlois & Ladouceur, 9004). The pro- 
cesses assessed in that study were related to GAD, panic 
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disorder, OCD, and hypochondriasis. All processes were 
used as predictors of  illness worry. Results demonstrated 
that four processes explained a significant and unique 
part of  the variance of  illness worry. In order  of  importance, 
those processes were (1) tendency to interpret  symptoms 
as organic abnormality; (2) cognitive avoidance; (3) the 
somatosensory amplification of  symptoms; and (4) intol- 

e r a n c e  to uncertainty. The present study raises some of  
the processes that must be taken into account  in the treat- 
ment  of  hypochondriasis or  health anxiety. 

An effective t reatment  of  hypochondriasis must take 
into account the particular characteristics of  health anxie~ 
A recent analogue study compared three kinds of  cognitive 
intrusions: illness intrusion,  obsessional intrusion,  and 
worry. The comparison of  the intrusions showed that ill- 
ness intrusions share characteristics of  worry and obses- 
sional intrusions, but  also have their own characteristics 
(Langlois, Freeston, Ladouceur, & Gosselin, 2004). This 
kind of  intrusion seems to be particularly ego-syntonic. In 
other  words, the hypochondriasis patient may consider 
that it is normal  to worry about  illness and that it is justi- 
fied to seek reassurance in a medical setting as soon as 
physical symptoms appear. This ego-syntonic evaluation 
results probably from faulty beliefs concerning health 
and illness. The impact  of  specific faulty beliefs on health 
anxiety has been tested in an analogue populat ion (Pelle- 
tier, Gosselin, Langlois, & Ladouceur, 2002). In this study, 
two new measures were validated: the first measure tar- 
gets faulty belief about  illness worry (usefulness o f  worry 
illness and magical thinking in illness worry); the second 
measure targets general faulty beliefs concerning health 
(vulnerability, characteristics of  good  health, responsibil- 
ity in illness, consequences of  illness, magical thinking in 
illness). Results demonstrated that a group with a high 
tendency to worry about  illness presented more  general 
faulty beliefs concerning health compared  to a group 
with a low tendency  to worry about  illness. A cognitive- 
behavioral t reatment  must take into account  this new in- 
formation. The cognitive restructuring of  the faulty be- 
liefs specific to health anxiety may improve the efficacy of  
cognitive-behavioral treatment. 

It has been demonstrated that if we consider the per- 
centage of  verbal and image content,  illness intrusion 
cannot  be labeled as pure obsessional intrusion or  pure 
worry (Langlois et al., 2004). The content  of  obsessional 
intrusion seems to take the form of  images, and the con- 
tent of  worry tends to take a verbal form. Illness intru- 
sions seem to take a middle g round  and are as much ver- 
bal as imaginal (Langlois et al., 2004). Thus, t reatment  of  
illness intrusion should account  for both visual and ver- 
bal intrusions. As proposed by Foa and Kozak (1986), suc- 
cessful processing of  fearful stimuli is dependent  upon  
physiological habituation and cognitive modification of  
associated danger-laden misconceptions. Considering that 

cognitive exposure was included in cognitive-behavioral 
t reatment for OCD (Freeston, Ladouceur, Gagnon, & 
Thibodeau, 1997) and GAD (Ladouceur et al., 2000), it ap- 
pears that this t reatment  target may also be effective for 
illness intrusion in hypochondriasis. 

Current  findings indicate that the general structure of  
illness intrusions closely resembles that of  worry. Consid- 
ering these similarities, it would be interesting to adapt a 
treatment of  GAD to hypochondriasis. A treatment  was 
recently proposed by Ladouceur  et al. (2000) and appears 
to be particularly effective for health-related worry (Lan- 
glois, Dugas, L6ger, & Ladouceur, 1998). This t reatment  
program presents the advantage of  targeting worry based 
in reality or  situations amenable to problem solving over 
targeting worry about  situations that do not  yet exist 
(e.g., developing cancer).  

The aim of  the present study is to test, with a multiple 
single-case design, the adaptation of  a cognitive behav- 
ioral t reatment for GAD, which has already demonstrated 
its efficacy in the treatment of  excessive worry. This adap- 
tation takes into account  the recent  findings in health 
anxiety but also includes the componen t  used in previous 
effective t reatment  studies of  hypochondriasis. The pro- 
cesses considered in the t reatment  are numerous.  Intol- 
erance to the uncertainty about  health is targeted specif- 
ically and is presented at the start of  the treatment. The 
cognitive restructuring of  faulty beliefs about  worry is 
similar to the method  used in Ladouceur  et al. (2000), 
but  this adaptation also targets the specific faulty beliefs 
associated with health anxiety (Pelletier et al., 2002). Cog- 
nitive exposure is used to enhance the physiological ha- 
bituation and the cognitive modification of  associated ill- 
ness intrusions. This adaptation also includes, as in the 
original treatment, the psychoeducation of  problem solv- 
ing. This aspect was considered in this adaptation because 
it was demonstrated hy Clark et al. (1998) that behavioral 
stress management  was effective for hypochondriasis. 
The rationale can be formulated as followed: If daily prob- 
lems are resolved more  rapidly via problem solving, there 
is a decreased chance that symptoms of  anxiety will be in- 
terpreted as signs of  illness. Meanwhile, hypochondriacal  
patients may observe that the symptoms that they usually 
interpret  as signs of  illness are in fact anxiety symptoms 
or  reactions to stressful events. 

M e t h o d  

Participants 
The participants were selected among  participants of  

a previous study that targeted processes in health anxiety 
(Langlois & Ladouceur, 2004). Following the publication 
of  articles describing our  work in local newspapers, indi- 
viduals were informed that our  research group was work- 
ing on illness worry and that clinical volunteers would be 
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welcome. The  participants of  the previous study presented  
clinical heal th  anxiety. Presentat ion according to DSM-1V 
was heterogeneous  and participants d id  not  necessarily 
meet  the criteria for hypochondriasis.  For  example,  several 
part icipants  p resen ted  with GAD with heal th-predomi-  
nan t  worry or  panic  d i sorder  with hea r t  at tack doub t  or  
conviction. Given the explora tory  na ture  o f  this study, we 
dec ided  to concent ra te  on  par t ic ipants  that  p resen t  a pri- 
mary  diagnosis o f  hypochondriasis .  F rom the 78 partici- 
pants  of  the previous study, only 8 me t  the inclusion crite- 
ria of  the p resen t  study. One  par t ic ipant  d id  no t  accept  
for  professional  reasons,  ano the r  was exc luded  from the 
study because o f  a change  in medicat ion.  Finally, the  re- 
main ing  6 par t ic ipants  met  the following criteria: (a) a 
pr imary  diagnosis of  hypochondriasis ;  (b) no change  in 
medica t ion  type or  dose dur ing  the 12 weeks pr io r  to 
t reatment ;  (c) willingness to keep  medica t ion  status sta- 
ble dur ing  the t reatment ;  (d) no  evidence of  suicidal in- 
tent; (e) if there  was ano the r  anxiety or  m o o d  disorder,  
this d i sorder  must  be of  lower severity; (f) no  evidence of  
cur ren t  substance abuse; and  (g) no evidence of  cur ren t  
or  past  schizophrenia ,  b ipo la r  disorder,  or  organic men-  
tal disorder.  A clinician assessed par t ic ipants  with the 
Anxiety Disorder  Interview Schedule  for DSM-IV. Inter- 
views were tape-recorded and a second clinician confirmed 
the diagnosis by l is tening to the recordings.  The  partici- 
pants '  physicians were contac ted  to confi rm that  symp- 
toms were no t  par t  of  a d iagnosed  disease and that  the 
react ion to the symptom disease was excessive. 

Par t ic ipant  1 was a 53-year-old mar r i ed  woman who 
had  throa t  cancer  5 years ago. At  the t ime of  the  study, 
specialists cons idered  he r  to be in remission and without  
risk o f  relapse in the shor t  term. However, she had  annual  
follow-ups. She met  clinical cri teria for hypochondr ias is  
with a severity ra t ing of  7/8 .  The  diagnosis  in this case 
was difficult. I t  is true tha t  this woman p resen ted  symp- 
toms re la ted  to pos t t raumat ic  stress d i so rde r  (PTSD). 
However, she d id  no t  p resen t  avoidance behavior, bu t  
r a the r  reassurance-seek ing  behaviors ,  a n d  she d id  no t  
p r e sen t  symptoms of  increased arousal.  The  intrusions 
she expe r i enced  were more  re la ted  to an eventual  re- 
lapse and the presence of  a new cancer  than images of  he r  
past  experience with throat  cancer. This woman tended  to 
repetit ively pa lpa te  he r  throat  daily and  often asked her  
husband  to check her  throat.  She t r ied to avoid situations 
that  might  have t r iggered  thoughts  abou t  cancer. This 
was very difficult because she worked in a medica l  univer- 
sity. This par t ic ipant  perceived every abnorma l  symptom 
as a sign of  i m m u n e  weakness and,  on  the  worst days, 
p r o o f  of  the presence of  a cancer. 

Par t ic ipant  2 was a 56-year-old mar r i ed  woman who in- 
t e rpre ted  every physical symptom as the sign of  a severe 
illness. At intake,  she me t  the hypochondr ias is  cri teria 
with a severity ra t ing o f  7 and  also met  cr i ter ia  for panic  

d i sorder  with ago raphob ia  (severity ra t ing of  5) and  GAD 
(severity ra t ing o f  4). Every symptom she expe r i enced  
was in t e rp re t ed  as a sign of  d i f ferent  types o f  cancers,  de- 
p e n d i n g  on  the body source. This pa t ien t  also had  a diag- 
nosis of  i rr i table bowel syndrome.  Symptoms associated 
with the bowels were in t e rp re t ed  as a sign o f  cancer  even 
though  she had  been  correct ly investigated. She took al- 
p razo lam as needed;  however, the  last consumpt ion  was 
stable 12 weeks before  t reatment .  

Par t i c ipan t  3 was a 40-year-old single m a n  who h a d  
b e g u n  to man i fes t  hea l t h  anx ie ty  symptoms  fo l lowing a 
cerebral-vascular  acc ident  (CVA) 2 years ago. He cata- 
strophically in te rpre ted  symptoms that  could  be associated 
with CVA, inc luding  headaches ,  cardiac palpi tat ions,  feel- 
ings o f  dizziness, ho t  flashes, numbness .  Similar to Partic- 
ipant  1, this man  was also present ing  with PTSD-related 
symptoms (but  d id  no t  mee t  DSM-IV criteria) .  He often 
used reassurance-seeking behaviors and  suffered f rom in- 
creased arousal  to symptoms like headaches ,  cardiac pal- 
pitat ions,  and  feelings of  dizziness. Both clinicians con- 
s idered  that  his hea l th  anxiety was be t te r  exp la ined  by 
hypochondr ias i s .  H e  me t  cr i ter ia  with a m o d e r a t e  se- 
veri ty (4 /8 ) .  His m e d i c a t i o n  (Warfar ine  sodique)  was 
regular ly  reeva lua ted  at  the  t ime of  the  study. Specialists 
cons ide r  this CVA to be  e x c e p t i o n a l  as he  d id  n o t  
p r e s e n t  any risk factors and  he  was younge r  than  usual  
at  the  t ime o f  his acc ident .  However, this man  receives 
equivocal  messages.  O n  the one  hand ,  he is now consid-  
e red  by his insurance company  to be a m o n g  the popula-  
t ion "at risk"; on  the o the r  hand,  his physician is of  the  
op in ion  that  he  could  easily live a long  life without  any 
fur ther  CVAs. 

Par t ic ipant  4 was a 42-year-old single man  who had  
been  on  medical  leave for  several years. The  cause of  this 
medical  leave was, accord ing  the par t ic ipant ,  m o o d  dis- 
o rde r  and  several unexp la ined  symptoms. At the  t ime of  
t rea tment ,  the  par t ic ipant ' s  income consisted of  social se- 
curity benefits.  For  the  last 5 years, his m o o d  had  been  
stabilized with Sertral ine and  he also used a stable dose of  
Clonazepam.  His diagnosis at  intake was bypochondr ias i s  
(severity ra t ing o f  6) and  GAD (severity ra t ing of  4). He  
was par t icular ly  p r eoccup ied  with hea r t  palpi ta t ions  and  
tiredness.  He was convinced that  physicians may no t  have 
found  the real  cause o f  his symptoms and  that  he was in 
fact suffering f rom a severe illness. 

Par t ic ipant  5 was a 54-year-old widowed woman with a 
diagnosis of  hypochondr ias is  with, at intake, a severity 
ra t ing o f  4. This par t ic ipant  was pr imar i ly  p r e o c c u p i e d  
with pa in  and  a bu rn ing  sensat ion in he r  mouth .  Despi te  
several medical  consultat ions,  none  of  which ident i f ied  
an organic  cause, she con t inued  to believe that  there  was 
a real  organic  cause and that  she was suffering f rom a se- 
vere disease. She also t ended  to catastrophical ly in te rp re t  
any o the r  bodi ly  symptoms. This par t ic ipant  d id  no t  mee t  
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GAD cri teria at intake bu t  was easily worr ied  with several 
subjects. She recognized  after t r ea tment  that  she prob-  
ably min imized  her  GAD symptoms at intake. On rare 
occasions, Par t ic ipant  5 took benzodiazepines .  

Par t ic ipant  6 was a 25-year-old single woman who, at 
intake, met  hypochondr ias is  cri teria with a severity rat ing 
of  5. She had  a d iagnosed  b l adde r  disease, which was 
t rea ted  with medicat ion.  However, she often in te rp re ted  
the secondary  effects of  the medica t ion  and  the symp- 
toms of  the b l adde r  disease itself as signs of  bowel cancer. 
She also in te rp re ted  o the r  body symptoms as signs of  dif- 
fe rent  types of  cancers. 

Treamaent Outcome Measures 
Trea tment  ou tcome was assessed with daily self-moni- 

toring, self-report ing quest ionnaires ,  and  s tandardized  
clinician ratings. 

Daily Self-Monitoring 
A self-monitor ing bookle t  was used to evaluate two 

quest ions on a daily basis dur ing  basel ine and  t reatment ,  
as well as at the  6-month and the 1-year follow-up consul- 
tations. The  quest ions targeted the following topics: (1) 
the t ime spent  worrying about  illness and (2) the inten- 
sity of  the need  for reassurance-seeking behm~iors. Partic- 
ipants ra ted  each quest ion on a 100-point scale. For  the 
first quest ion (t ime spent  worrying),  0 ind ica ted  a com- 
plete  absence of  worry and  100 r ep resen ted  their  most  
worr isome days. The  m a x i m u m  (100) was p r e d e t e r m i n e d  
before  baseline.  

Self-Report Questionnaires 
Illness Worry Scale (1WS; Robbins & Kirmayeg, 1996). This 

measure was designed to quantify the tendency (a) to worry 
that  bodi ly  sensations or  feelings indicate  serious diseases 
and (b) to feel vulnerable  about  b e c o m i n g  ill. The  origi- 
nal  version o f  the IWS consists of  9 y e s / n o  questions de- 
rived f rom the Illness Behavior  Ques t ionna i re  (Pilowsky, 
Spence,  Cobb,  & Katsikitis, 1984). This measure  was em- 
p l o y e d  in the p resen t  study because  it appears  to be un- 
con tamina ted  by re la ted  constructs of  body or  self-focus 
and  symptomatology (Robbins & Kirmayer, 1996). These  
aspects will be considered with o ther  measures. This ques- 
t ionnaire  has modera t e  in ternal  consistency (c¢ =. 70), a 
stability of  .64 over a 12-month per iod,  and  is highly cor- 
re la ted  (r = .82) with the Withely Index  of  hypochondr i -  
asis (Pilowsky, 1967). The  in ternal  consistency of  the 
French  version used in the cur ren t  study is h igh (c~ = 
.83). To enhance  variability in the presen t  study, a Liker t  
scale (0-5;  not at all corresponding to extremely7 correspond- 
ing) was employed.  

Symptom Interpretation Questionnaire (SIQ; Robbins & Kir- 
mayey; 1991). The SIQwas designed to evaluate three kinds 
of  a t t r ibut ions  (psychological,  somatic, and  neutral)  for 

13 physical symptoms. In ternal  consistency (psychologi- 
cal c~ = .87, somatic e~ = .71, and  neut ra l  u = .81) and  
convergent  validity are good  for  each scale. Conf i rmatory  
analysis demonst ra tes  the three  different  constructs.  We 
only used the somatic score in the presen t  study. We used 
the French  version crea ted  by the authors  bu t  the  psycho- 
metr ic  proper t ies  of  that  version were not  available. 

Overvalued Ideas Scale (OVIS; Neziroglu, McKay, Yaryura- 
Tobias, Stevens, & Todaro, 1997). The OVIS is a semistruc- 
tured  interview des igned to measure  overvalued idea t ion  
in OCD. Overvalued ideas are strongly he ld  beliefs that  
fall a long a con t inuum between normal  and  delusional  
thoughts. This measure was chosen to assess the impact of  
conviction on health anxiety. This measure assesses strength, 
bizarreness,  be l ief  accuracy, reasonableness,  efficacy of  
compulsions, and other  related variables. The English ver- 
sion of  the OVIS has good internal consistency and conver- 
gent  validity. However, the French  version, c rea ted  with a 
back-translation, has poore r  internal  consistency (co = .55). 

Somatosensory Amplification Scale (SSAS; Barsky, Wyshak, & 
Klerman, 1990). The SSAS contains 10 items regard ing  
unpleasant  physical sensations that  do not  necessarily con- 
note  serious diseases. Part icipants  are asked to rate the 
degree  to which statements reflect  t hem on an ord ina l  
scale f rom 1 to 5. The  English version of  the SSAS has 
good  test-retest reliability (74 days; r = .79) and  in ternal  
consistency (c~ -- .82). The  F rench  version, c rea ted  with 
a back- t rans la t ion for  the p re sen t  study, has m o d e r a t e  
in ternal  consistency (c~ = .72). 

Intolerance to Uncertainty (IU; Freeston, Rhdaume, Letarte, 
Dugas, &Ladouceur, 1994). The  IU is des igned to assess 
emot ional ,  cognitive, and  behavioral  react ions in uncer- 
tain situations. This measure  contains 27 i tems that  par- 
t icipants are r equ i red  to rate on  a 5-point  Liker t  scale 
(not at all corresponding to extremely corresponding). This 
French  measure  has a very high in ternal  consistency (c~ = 
.91), good  criteria and  construct  validity, and  adequa te  
test-retest reliability (5 weeks). 

Cognitive Avoidance Questionnaire (CA@" Gosselin et al., 
2002). The CAQ is des igned to assess various cognitive 
avoidance strategies: (a) thought  substi tution, (b) trans- 
format ion  of  images into verbal  thoughts,  (c) distraction,  
(d) avoidance of  trigger, and  (e) suppression of  thoughts. 
The  CAQ contains  25 items that  par t ic ipants  are r equ i red  
to rate on a 5-point  Liker t  scale (not at all corresponding to 
extremely corresponding). This French  measure  has very 
good  internal  consistency (a = .96) and  construct  and  
convergent  validity. 

The Beck Depression Inventory (BDI; Beck, Stee~ & Garbin 
1988). The BDI was employed  to assess the impl ica t ion  
of  depressive symptoms in hea l th  anxiety. This measure  
consists of  21 items covering the main  depressive symp- 
toms. The  French  t ranslat ion has excel lent  psychometr ic  
proper t ies  (Bourque & Beaudet te ,  1982). 
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The Health Perception, Belief and Behavior Questionnaire 
(Langlois, Freeston, V&ina, & Ladouceur, 1997). This French 
measure  was des igned  to assess heal th- re la ted  percep-  
tions, behaviors,  and  attitudes. For  the  p resen t  study, only 
descriptive informat ion  was considered:  medica l  consul- 
tation, hospital izat ion,  medica t ion ,  etc. 

Standardized Clinician Rating 
Anxiety Disorders Interview Schedule for DSM-IV (ADIS-1V,; 

DiNardo, Brown, Esleg, & Bartow, 1995). The  ADIS-IV is a 
s t ructured interview des igned to assess all anxiety disor- 
ders and screen for mood  disorders, somatoform disorders, 
psychoactive substance use disorder,  psychotic disorders,  
and  medica l  problems.  The  interview yields in format ion  
on  the presence  of  Axis I d isorders  with severity ratings 
on a 9-point  Liker t  scale (0 -8 ) .  The  ADIS-1V was used to 
diagnose pat ients  and  to evaluate t r ea tment  outcome.  

Experimental Design 
A mult iple-basel ine design across individuals was used. 

This design provides control  over matura t iona l  effects 
and  life events by showing that  par t ic ipants  improve 
when t r ea tmen t  is i n t roduced  (Hersen  & Barlow, 1976; 
Ladouceur  & Bdgin, 1986). 

Therapist 
The therapis t  (the first author)  was expe r i enced  in 

cognit ive-behavioral  t r ea tment  o f  anxiety disorders  and  
was supervised by a senior  clinical psychologist  (the sec- 
o n d  author) .  The  therapis t  had  the oppor tun i ty  to do an 
in te rnsh ip  in a heal th  cen te r  that  specialized in somato- 
form disorders.  He  had  done  a p i lo t  study that  consisted 
of  the appl ica t ion  of  the worry t rea tment  with hea l th  anx- 
iety patients. He appl ied  this integral  t rea tment  for a GAD 
t rea tment  g roup  study. He  also had  significant experi-  
ence in the assessment o f  heal th  anxiety. 

Treatment 
One-hour  therapy sessions were conduc ted  weekly 

and  par t ic ipants  were told the t r ea tment  would last 12 to 
14 sessions, d e p e n d i n g  on the evolution and the needs o f  
the part icipants .  Part icipants 3, 5, and  6 had  12 sessions. 
Part icipants 1, 2, and  g received 14 sessions in o rde r  to 
cover all t r ea tment  components ,  mainly the use of  cogni- 
tive exposure  when conf ron ted  with worry. They were 
also more  inc l ined  to use reassurance-seeking or  avoid- 
ance behaviors.  The  t rea tment  consisted of  the goals and  
componen t s  de l inea ted  below. 

Awareness Training 
The  chain of  events c rea ted  by the worry p h e n o m e -  

non  was p resen ted  to the part ic ipant .  Different  daily trig- 
gers can provoke "what i f . .  2' questions. For  the partici- 
pants  in this study, triggers were often a physical sensation 

but  also a hea l th  r epo r t  or  a discussion. These  quest ions 
act as a t r igger  of  worry, which provokes the anxiety symp- 
toms and  a n u m b e r  of  di f ferent  somatic reactions.  With  
time, demoral izat ion and exhaust ion appear. Patients were 
also in fo rmed  that  anxiety symptoms or  demora l iza t ion  
symptoms could  be triggers for new illness worry or  con- 
f i rmation of  disease. The  therapist  p resented  two kinds of  
worry: worry about  actual prob lems  and  worry about  even- 
tual problems (see Ladouceur  et al., 2000). Gradually, pa- 
tients became aware that  their  worry was t r iggered  by 
symptoms real in themselves and that  the content  of  these 
worries consisted of  eventual  catast rophic  consequences .  

Intolerance to Uncertainty in Hea l th  
Part icipants  must  unde r s t and  that  uncer ta in ty  is an in- 

tegral  par t  of  life, part icular ly with respect  to health.  Pa- 
tients were in fo rmed  that  c o m p a r e d  to others,  they have 
low to le rance  o f  uncer ta inty .  The  the rap i s t  a t t e m p t e d  
to he lp  par t ic ipants  unde r s t and  that  it is more  realistic to 
l ea rn  to to lera te  uncer ta in ty  than  to try to con t ro l  and  
attain certainty in health.  This was p resen ted  to the par- 
t ic ipant  by expla in ing that  medical  research is always in 
deve lopment ,  that  cer tain illnesses have no t  yet  been  dis- 
covered, that  cer ta in  tests do  no t  yet  exist or  are no t  infal- 
lible. Perfect  control  of  heal th  is therefore  impossible.  
Patients were asked to use a mode l  of  to lerance  and  try to 
imagine  their  react ion and  in te rp re ta t ion  when faced 
with similar physical symptoms. Response prevent ion  was 
the best  way to demons t ra te  that  an unpleasan t  sensat ion 
can somet imes be to lera ted  and  that  it does not  warrant  a 
medica l  consul ta t ion or  o ther  kind of  reassurance.  Partic- 
ipants  to lera ted  the sensation without  reassurance and  fi- 
nally accepted  that  it  d i sappeared  without  complicat ions .  

Faulty Beliefs Concerning Worry and Heal th  
Part icipants  were in fo rmed  of  the impact  of  two kinds 

of  faulty beliefs. First, it  was demons t ra t ed  to par t ic ipants  
that  faulty beliefs about  worry may main ta in  the  t endency  
to worry about  illness. I t  was suggested that  par t ic ipants  
must  confront  their  faulty beliefs (i.e., "Worry can prevent  
illness"; "Worry will make  me react  more  rapidly to symp- 
toms"; "If I worry about  illness I won ' t  be  surpr ised  if  it  
comes true").  Secondly, par t ic ipants  were invited to re- 
evaluate their  genera l  view of  illness or  health.  Using cog- 
nitive restructuring, participants confronted different faulty 
beliefs: pe rcep t ion  o f  vulnerability, the  consequence  asso- 
ciated with illness, personal  cont ro l  of  illness, def ini t ion 
o f  good  heal th,  and  magical  th inking about  illness. A list 
o f  faulty beliefs re la ted  to hea l th  anxiety was p resen ted  to 
the  part icipants ,  who were then  invited to expose them- 
selves to each bel ief  and  to answer the following four  
questions: 

What  p r o o f  do I have to conf i rm my belief?. 
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Is there  any valid p r o o f  conf i rming that  my bel ie f  is 
wrong? 

Is there  any advantage to believing it? 
Wha t  are the  negat ive consequences  o f  h o l d i n g  this 

belief?. 

Orientation to Physical Symptoms and Problem Solving 
Participants were in formed that they may have negative 

e m o t i o n a l  reac t ions  fol lowing physical  symptoms.  The  
physical symptoms are cons idered  to be  an actual prob-  
lem, bu t  the emphasis  is on  the  ineffective and  prema-  
ture react ion to t h e s e  physical symptoms. The  partici- 
pants  l ea rned  to modify thei r  pe rcep t ion  o f  threa t  into a 
challenge;  to accept  that  thei r  body can no t  always be in 
perfect  shape; and  that  a symptom is a symptom, not  a sign 
of  illness. Part icipants  were also t ra ined  to recognize and 
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Figure 1. Daily self-monitoring of illness worry. 

solve their  o ther  daily problems.  This has two pr incipal  
advantages: (a) effective problem-solving at t i tudes may 
decrease the severity of  anxiety symptoms; and  (b) partic- 
ipants come to realize that  daily p rob lems  inf luence the 
onset  of  several physical symptoms. 

Cognitive Avoidance, Neutralization, and 
Behavioral Avoidance 

Avoidance and  neutra l izat ion of  intrusions is a process 
that  maintains  the t endency  to worry. The  more  an illness 
intrusion is avoided or  escaped, the more  and the s t ronger  
this intrusion will reappear.  The exposure to threa tening 
images was p resen ted  to par t ic ipants  as the new skill to be 
used when worry concerns  an eventual  p rob l em (illness 
worry). With repeti t ive exposure  to the illness intrusion,  
par t ic ipants  unde r s tood  the p h e n o m e n o n  of  habi tua t ion  

to anxiety. Asked to descr ibe in more  concre te  
terms the images and the story of  thei r  illness intru- 
sion, part ic ipants  r eco rded  their  descr ip t ion  and 
l is tened to it repetit ively with proscr ip t ion  of  all 
voluntary activity used to neutral ize the images. 
Part icipants were asked to expose themselves to 
thei r  r eco rded  scenario 30 minutes  pe r  day for 2 
weeks, in addi t ion  to expos ing  themselves to differ- 
en t  triggers associated with illness (i.e., hospital, ill- 
ness reports ,  and  discussions about  illness). Be- 
cause in vivo and  cognitive exposure  may increase 
the l ike l ihood of  overcoming a fear, par t ic ipants  
were provided  with a list of  i l lness-related situations 
that  they avoid. They chose one  or  two behavioral  
exposure  objectives pe r  week. The  par t ic ipants  
were ins t ructed to cont inue  exposing themselves to 
situations until  thei r  levels of  anxiety decreased.  

Relapse Prevention 
The last two t rea tment  sessions were devoted to 

relapse prevent ion.  The  patients viewed a summary 
of  the strategies used for illness worry. The  distinc- 
t ion between lapse and  relapse was presented ,  and  
pat ients  were ins t ructed to use the same strategies 
to cope with relapse or  "slips." If  relapse was real, 
they were ins t ructed to use the problem-solving 
skills. If  the par t ic ipant  was exper ienc ing  fear of  an 
eventual relapse,  he  or  she was ins t ructed to use 
the cognitive exposure  technique.  

Follow-Up Assessment 
Follow-up assessments were held at posttreatment,  

6 months,  and  1 year after treatment.  Before each 
follow-up session, part ic ipants  were asked to com- 
plete their  daily self-monitoring bookle t  (the same 
two questions) for 1 week and to complete all ques- 
t ionnaires.  They were assessed by a cl inician using 
the ADIS-IV at pos t t rea tment ,  6-month,  and  1-year 
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follow-up. The follow-up assessments were not  com- 
pletely Minded. Sometimes the clinician knew that 
the par t ic ipant  had  comple t ed  a GAD treatment .  

T r e a t m e n t  Integri ty  
All sessions were r eco rded  and  an evaluator  (a 

graduate  student)  checked 25% of  sessions by us- 
ing a t rea tment  in tervent ion checklist  made  by 
our  team. Trea tment  sessions were divided into 
four  quart i les and  one  session was randomly  cho- 
sen in each quart i le  to ensure  that  t r ea tment  in- 
tegrity cons idered  all phases of  t reatment .  The  
evaluator calculated the p ropor t ion  of  interven- 
tions that  were indica ted  in the protocol  on the 
overall session time. Integrity for the 6 combined  
participants reached 96.9%. Most of  the time, the 
interventions that  were not  indicated in the proto-  
col concerned  clinical discussion on ano ther  diag- 
nosis (e.g., insomnia,  panic,  loss o f  interest) .  

R e s u l t s  

T r e a t m e n t  O u t c o m e  

Trea tment  ou tcome and  main tenance  were 
assessed with da ta  ob ta ined  f rom daily self-moni- 
toring,  self-report  quest ionnaires ,  and  s tandard-  
ized clinician ratings. 

Daily self-monitoring. Figure 1 presents the daily 
self-monitor ing o f  illness worry. If  we consider  a 
decrease of  50% in the d ine  spent  worrying, only 
Part icipant  4 d id  not  improve at any time dur ing  
the study. For the five o ther  participants,  gains 
were mainta ined  at the 6- and  12-month follow- 
up. These observations are consistent  with the 
mean  percentage  for  the baseline,  pretest ,  post- 
test, and  the 6- and  12-month follow-ups. 

Figure 2 presents  the daily self-monitoring o f  
the need  for reassurance. The  need  for reassur- 
ance decreased for all part icipants dur ing  the 
t rea tment  and  gains were main ta ined  at the 6-month and 
1-year follow-ups. I f  we consider  a decrease of  50% of  the 
need  for  reassurance,  only Par t ic ipant  3 d id  no t  improve 
at posttest .  However, he p r e sen t ed  i m p r o v e m e n t  at  the 
6-month  a n d  1-year follow-ups. 

Standardized clinician ratings. Independen t  clinicians ex- 
per ienced with the  ADIS-IV conduc ted  the posttest,  the 6- 
month ,  and  1-year follow-up evaluations. The  presence  of  
Axis I disorders  with a severity ra t ing was noted.  At  post- 
test, Part icipants 1, 3, 4, 5, and  6 d id  no t  mee t  cri teria for 
any disorders.  Par t ic ipant  2 still me t  cr i ter ia  for  panic  
d i so rde r  with a g o r a p h o b i a  and  b l o o d  p h o b i a  bu t  no t  for  
hypochondr ias is .  At  the 6-month follow up,  there  was no  
change  for  Par t ic ipants  2, 3, 5, and  6. Par t ic ipant  1 pre- 
sen ted  a major  depressive ep isode  p robab ly  c rea ted  by 
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Figure 2. Daily self-monitoring of the need for reassurance. 

his hea l th  anxiety. She d id  no t  fear illness for  6 mon ths  
and  thus d id  no t  mee t  cr i ter ia  for  hypochondr ias is .  
However, the  i n d e p e n d e n t  ra te r  cons ide red  he r  res idual  
hypoc hond r i a c  symptoms to be  severe. The  symptom 
severity was no t  de tec tab le  in t h e  self-report  quest ion-  
naires  because  they were filled ou t  1 week before  the  re- 
lapse episode and  before  the  s tandard ized  cl inician 
rating.. This episode .appeared  at the  s a m e  date  of  the  
c he mothe ra py  t r ea tment  some years before.  In l ight  of  
this, results for  Par t ic ipant  1 must  be i n t e rp re t ed  with 
caut ion at the  6-month follow-up. Changes for  Partici- 
pan t  4 were re la ted  on the GAD diagnosis. This part icipant  
met  the criteria for GAD at pretest  and  not  at posttest. How- 
ever, this difference was no t  impor tant  because there were 
severe residual symptoms for GAD at posttest. At  the 1-year 
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Table 1 
Treatment Outcome: Questionnaire Cut Score and Scores Obtained by Participants 

at Pretest, Posttest, and Follow-Up 

Measure 

Minimum 
Reliable 6-Month 1-Year 

Cut score Change Index Pretest Posttest Follow-up Follow-up 

Participant 1 
IWS 21, 5 8, 6 26 16 a,b 17 a,b 14 a,b 
SIQ physical 2, 8 5, 2 9 I a,b 5 4 
OVIS (Conviction) 26, 1 7, 7 54 45 b 67 42 b 
SSAS 27, 5 8, 1 30 30 31 24 a 
IU 63, 2 23, 9 85 69 82 66 
CAQ 63, 2 28, 8 125 92 b 75 b 66 b 

Participant 2 
IWS 21, 5 8, 6 45 29 b 16 a,b 17 ~,b 
SIQ physical 2, 8 5, 2 10 2 a'b 2 a'b 1 a'b 
OVIS (Conviction) 24, 4 8, 4 48 33 b 28 b 26 b 
SSAS 27, 5 8, 1 44 41 35 b 33 b 
IU 63, 2 23, 9 95 81 76 69 
CAQ 63, 2 28, 8 114 43 a,b 45 a,b 37 a,b 

Participant 3 
IWS 21, 5 8, 6 31 19 a.b 18 a'b 20 a'b 

SIQ physical 2, 8 5, 2 4 3 5 5 
OVIS (Conviction) 24, 4 8, 4 60 55 52 58 
SSAS 27, 5 8, 1 23 a 162 20 a 24 ~ 
IU 63, 2 23, 9 70 48 a 46 ~'b 50 ~ 
CAQ 63, 2 28, 8 83 51 a'b 45 a'b 47 a'b 

Participant 4 
IWS 21, 5 8, 6 32 19 a,b 19 a,b 20 a'b 

SIQ physical 2, 8 5, 2 11 1 a,b 0 a,b 4 b 
OVIS (Conviction) 24, 4 8, 4 40 39 48 48 
SSAS 27, 5 8, 1 30 26 a 26 a 23 ~ 
IU 63, 2 23, 9 76 502,8 49 ~'b 49 a,b 
CAQ 63, 2 28, 8 69 36 a,b 38 a'b 39 a,b 

Participant 5 
IWS 21, 5 8, 6 29 17 a,b 13 a'b 11 a,b 
SIQ physical 2, 8 5, 2 10 8 38 1 a,b 
OVIS (Conviction) 24, 4 8, 4 44 17 a.b 20 a,b 22 a,b 
SSAS 27, 5 8, 1 26 a 16 a,b 2P 14 a'b 
IU 63, 2 23, 9 76 57 a 57 a 40 a'b 

CAQ 63, 2 28, 8 58 ~ 34 a 25 a'b 26 a'b 

Participant 6 
IWS 21, 5 8, 6 39 13 a,b 12 ~,b 
SIQ physical 2, 8 5, 2 8 1 a,b 2 a'b 
OVIS (Conviction) 24, 4 8, 4 43 18 a,b 22 a'b 

SSAS 27, 5 8, 1 32 21 a,b 28 
IU 63, 2 23, 9 50 ~ 30 ~ 31 a 
CAQ 63, 2 28, 8 81 35 a,b 35 a'b 

Family a n d  profess ional  conflicts were  

the  causes o f  the  disorder.  

Self-rqOort questionnaires. For  the  treat- 

m e n t  o u t c o m e  self-report  data, two indi- 

cat ions o f  clinically significant  changes  

were  ca lcula ted .  First, cu to f f  po in t s  

were  u s e d  to d e t e r m i n e  if  scores  were  

in the  clinical r ange  at  pre tes t ,  post tes t ,  

a n d  fol low-up.  As p r o p o s e d  by J a c o b -  

son  a n d  Truax  (1991),  cl inical  c h a n g e  

s h o u l d  occu r  w h e n  the  level o f  func-  

t i on ing  s u b s e q u e n t  to t he rapy  places  

the  cl ient  c loser  to the  m e a n  o f  the  

func t iona l  popu la t i on  t h a n  it does  to 

the  m e a n  o f  the  dysfunct ional  popula-  

tion. Normat ive  data  for  the  clinical dis- 

t r ibu t ion  c o m e s  f r o m  a p r e c e d i n g  study 

in o u r  laboratory. In this study, 78 partic- 

ipants  were  assessed a n d  m e t  the  crite- 

ria fo r  clinical hea l th  anxiety (Langlois 

& Ladouceur ,  2004). Normat ive  da ta  for  

the  noncl in ica l  d is t r ibut ion  c a m e  f r o m  

results o f  o u r  o t h e r  r e c e n t  ana logue  

studies us ing the  same measures .  

T h e  s e c o n d  m e t h o d  u s e d  to assess 

the  clinically s ign i f ican t  c h a n g e s  was to 

q u e s t i o n  h o w  m u c h  c h a n g e  h a d  oc- 

c u r r e d  d u r i n g  the  t r e a t m e n t .  Thus ,  a 

severe  p a t i e n t  score  may  re f l ec t  signifi- 

cant  ch an g e  b u t  may still be  in  the  clini- 

cal range.  J a c o b s o n  a n d  Truax (1991) 

have p r o p o s e d  a Reliable C h a n g e  I n d e x  

(RCI). W h e n  RC is larger  t han  1.96, it  

may  be  c o n c l u d e d  tha t  t he  c h a n g e  is 

real  a n d  c a n n o t  be  e x p l a i n e d  by the  

e r r o r  relat ive to t he  m e a s u r e .  

Note. lWS = Illness Worry Scale; SIQ = Symptom Interpretation Questionnaire; o v I s  = Over- 
valued Ideas Scale; SSAS = Somatosensory Amplification Scale; IU = Intolerance to Uncertainty; 
CAQ = Cognitive Avoidance Questionnaire. 

Score is in nonclinical range. 
b Difference in score between this time and pretest reaches minimum Reliable Change Index for 
the measure. 

fol low-up,  w h e n  c o m p a r e d  to t he  6 - m o n t h  fol low-up,  

t h e r e  was n o  c h a n g e  fo r  pa r t i c ipan t s  e x c e p t  fo r  Partici-  

p a n t  1. T h e  c o n d i t i o n  o f  Par t ic ipant  1 h a d  i m p r o v e d  even 

t h o u g h  she  p r e s e n t e d  an adap ta t ion  d i so rde r  at this t ime. 

Symptom Measures 
lla'b Table  1 p r e s e n t s  t he  resul ts  o n  all 

2a,b 
26 b se l f - repor t  q u e s t i o n n a i r e s  fo r  t he  6 

29 par t i c ipan t s .  All scores  are  in  t he  clini- 

31 a cal r a n g e  fo r  t he  s y m p t o m  m e a s u r e  

63a (IWS) at  p re tes t .  At  pos t tes t ,  all par t ic-  

ipan t s  r e a c h e d  the  RCI a n d  only  Par- 

t i c ipan t  2 was still in  t h e  cl inical  r ange .  

At  t he  6- m o n t h  a n d  1-year fol low-ups,  

all pa r t i c ipan t s  p r e s e n t e d  scores  in t he  

nonc l in ica l  r ange  a n d  m e t  the  RCI. We 

d e c i d e d  n o t  to p r e s e n t  resul ts  o n  BDI 

a n d  P S W Q  fo r  two reasons .  First, on ly  

Par t ic ipants  1 a n d  4 were  in the  clinical r ange ,  a n d  the i r  

scores  were  very close to t he  nonc l in ica l  range .  Second ,  n o  

p a r t i c i p a n t s  p r e s e n t e d  c h a n g e  in  s co re  at  p o s t t e s t  a n d  

follow-up tha t  m e t  t he  m i n i m u m  RCI. 
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Process Measures 
We cons ider  a par t ic ipant  considerably improved  at 

the process level if he p resen ted  a rel iable change  and  a 
nonclinical  score for two process measures. Participants 2, 
4, and  5 met  this cr i ter ion at  any t ime dur ing  t reatment .  
Par t ic ipant  I d id  no t  mee t  this cr i ter ion at any t ime dur- 
ing t reatment .  Par t ic ipant  3 d id  no t  mee t  this cr i ter ion at 
posttest  or  at the 1-year follow-up. Par t ic ipant  6 met  the 
cr i ter ion at post test  and  the 6-month follow-up bu t  d id  
no t  mainta in  this gain at the  1-year follow-up. 

End-State Funct ioning 
To de te rmine  end-state funct ioning  at posttest  and  at 

6- and  12-month follow-up, a composi te  score was der ived 
f rom the pr incipal  measures.  Cri ter ia  for the different  as- 
sessement  modal i t ies  were as follows: (a) a decrease o f  at  
least 50% in daily mon i to r ing  scores of  t ime spent  worry- 
ing about  illness; (b) a decrease of  at least 50% in the in- 
tensity of  the  need  for reassurance; (c) an absence of  hy- 
pocondrias is  as measu red  by the ADIS-IV; (d) a rel iable 
change for the symptom measure  (IWS); (e) a score in the 
noncl in ical  range for the  symptom measure  (IWS); (f) at 
least two process measures  that  met  RCI and  a noncl ini-  
cal score. The  n u m b e r  of  modali t ies  on  which the spe- 
cific cr i ter ion was met  d e t e r m i n e d  the level of  end-state 
funct ioning:  low ( 0 - 2  modali ty) ,  mode ra t e  (3 -4 ) ,  and  
high (5 -6 ) .  

When  the cri teria were considered,  results showed 
that  only Par t ic ipant  3 d id  no t  p resen t  a high end-state 
funct ioning  at the end  of  t rea tment .  At the  &month  fol- 
low-up, only Par t ic ipant  1 did  no t  mainta in  gains and 
Pa r t i c ipan t  3 p r e s e n t e d  an i m p r o v e m e n t .  At  the  1-year 
follow-up, all par t ic ipants  p resen ted  a high end-state 
funct ioning.  

D i s c u s s i o n  

The pr imary  aim of  this study was to test the  effective- 
ness o f  a cognit ive-behavioral  t r ea tment  of  excessive 
worry with respect  to hypochondriasis .  The  t r ea tment  was 
an adapta t ion  o f  a GAD t r ea tmen t  p rog ram that  has al- 
ready been  demons t ra t ed  as effective (Ladouceur  et  al., 
2000). The  overall results suggest that  a t r ea tment  of  ex- 
cessive heal th  worry is a promis ing  approach:  the results 
show that  all par t ic ipants  r eached  a high end-state func- 
t ioning at the 1-year follow-up. Consider ing that  the treat- 
m e n t  ou tcome was assessed using different  conservative 
modali t ies (self-monitoring, s tandardized self-report ques- 
t ionnaires,  and  s t ructured interview), it can be conc luded  
that  all par t ic ipants  benef i t ed  f rom this t rea tment .  

Because of  the pre l iminary  na ture  of  this study, we of- 
fe red  t rea tment  to par t ic ipants  who p resen ted  no o ther  
diagnosis or, when comorbid i ty  was present ,  hypochon-  
driasis was clearly the main  in ter fer ing  diagnosis. Hypo- 

chondriasis  is often comorb id  with o the r  diagnoses (Bar- 
sky et al., 1992; Kenyon, 1964; Noyes et al., 1994); thus, it  
is difficult to general ize results to all manifestat ions of  
hea l th  anxiety. It would be interes t ing to empir ical ly  test 
this aspect  in a larger  clinical trial that  be t te r  represents  
the different  manifes ta t ion of  hypochondr ias is  or  hea l th  
anxiety. In  the p resen t  study, only Part icipants  2 and  4 
were in this condi t ion,  and  the effect of  the t r ea tment  
seemed to be specific cons ider ing  that  they p resen ted  the 
same c o m o r b i d  diagnosis  at  post tes t  and  at the  1-year 
follow-up. It remains  to be seen if, in a larger  clinical trial, 
this observation would remain  or  if  the  t r ea tment  o f  ill- 
ness worry would have an impac t  on o ther  diagnoses,  as 
was seen in Ladouceur  et  al. (2000). 

I t  is interest ing to observe the clinical change  on  the 
different  processes measured.  First, cognitive avoidance 
seems to be the process that  is the most  inf luenced by the 
t reatment .  Five part ic ipants  p resen ted  a rel iable change  
on this measure  at post test  and  at the 1-year follow-up. 
Six pa r t i c ipan t s  p r e s e n t e d  a re l i ab le  change  at  the  6- 
m o n t h  follow-up. Ano the r  recen t  study demonstrated 
that cognitive avoidance was a good  p red ic to r  of  illness 
worry (Langlois & Ladouceur,  2004). In the  p resen t  
study, t r ea tment  ta rge ted  this process by using cognitive 
exposure.  We proposed  in the int roduct ion that  a treat- 
m e n t  o f  illness intrusion should  account  for  bo th  visual 
and  verbal  con ten t  of  the intrusions. Cons ider ing  the 
clinical rel iable changes for the CAQ, it may suggest that  
cognitive exposure  effectively enhances  the emot iona l  
processing of  the illness worry content .  Interestingly, cog- 
nitive exposure  may have had  an unexpec ted  effect on 
Part icipants 1 and  3 in that  their  illness worries may con- 
tain a t raumatic  aspect  (Part ic ipant  1 had  a past  throa t  
cancer  and  Par t ic ipant  3 had  a past  ACV). Cognitive ex- 
posure  may have an effect on the  past  t r auma aspect  o f  
their  illness intrusions. Therefore ,  it may have targeted 
both  the emot iona l  processing of  the past  t r auma and  the 
emot iona l  processing of  the fear of  a relapse or  the fear  
of  new illness. This suggests that  a worry t r ea tmen t  may 
be effective for  individuals who suffered f rom a disease 
and  reacted to it by excessive worry. These two participants 
openly proposed that  this t r ea tment  should  be offered as 
a pos t t rea tment  medical  follow-up intervent ion.  

The  results also show that  four  par t ic ipants  p resen ted  
a rel iable change  on the physical scale of  the  in terpre ta-  
t ion ques t ionnai re  at posttest  and  the 1-year follow-up. 
Physical m i s i n t e r p r e t a t i o n  is i n c l u d e d  in the  de f in i t ion  
o f  hypochondr ias is  (APA, 1994). Warwick and  Salkovskis 
(1990) p roposed  a mode l  of  heal th  anxiety where  cata- 
s t rophic in te rpre ta t ion  o f  physical symptoms may be tar- 
ge ted  by cognitive restructuring.  In the  p resen t  treat- 
ment ,  catastrophic in te rpre ta t ion  of  the symptom was no t  
directly ta rge ted  with cognitive restructuring.  I t  was indi- 
rectly ta rge ted  in two ways: to lerance to uncer ta in ty  and  
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p rob l em or ientat ion.  For  example ,  part ic ipants  were in- 
vited to in te rp re t  the symptom as a to lerant  person would 
do. They were invited to exper ience  that  an unpleasant  
sensation can somet imes be to lera ted  and  that  it does no t  
warrant  a medical  consul ta t ion or  o ther  kind of  reassur- 
ance. Symptom in te rpre ta t ion  was also indirect ly tar- 
ge ted  by the critic of  the ineffective and  p rema tu re  reac- 
t ion to that  symptom, the or ienta t ion  to symptoms. The  
par t ic ipants  l ea rned  to t ransform their  threat  pe rcep t ion  
into chal lenge percept ion .  At the same t ime they l ea rned  
to accept  that  their  body can ' t  always be in perfect  shape 
and that  somet imes it is normal  to have unexp la ined  
bodi ly  symptoms. 

The  results show that  the SSAS presen ted  a rel iable 
change  for only two part icipants .  The  Somatosensory 
Amplif icat ion includes bodi ly  hypervigilance,  the predis- 
posi t ion to focus on certain weak and  in f requent  bodi ly  
sensations, and  a tendency  to appraise  them as patholog-  
ical and  symptomatic  of  disease, ra ther  than normal iz ing  
them (Barsky, Wyshak, & Klerman,  1990). Because the 
concep t  is genera l  ra ther  than specific, d i rec t  cognitive 
in tervent ion was difficult in this context .  This observa- 
t ion seems cohe ren t  with ano the r  study that  demon-  
strated that  amplif icat ion score does not  change  in time. 
This is the case even though  hypochondr iaca l  symptoms 
decrease  as a funct ion of  t ime (Barsky, Fama, Bailey, & 
Alaern, 1998). These results may suppor t  the idea  of  the 
traitl ike charac ter  of  amplif icat ion and  raise the possibil- 
ity that  addi t ional  processes must  be present  for the occur- 
rence a n d / o r  ma in tenance  of  hea l th  anxiety. However, it 
is still difficult to demons t ra te  that  the hypochondr iaca l  
th reshold  for physical d iscomfor t  is expla ined  at e i ther  a 
neuro-biologicat  level or  a cognitive percep tua l  level. Fu- 
ture innovative pro tocol  should  cont inue  target ing this 
in teres t ing but  complex  aspect. 

Until  recently, effective t r ea tment  for hypochondr ias is  
has been  lacking and the prognosis  cons idered  poor  (Fal- 
lon et al., 1996). Patients f ind their  care to be as ineffec- 
tive and unsatisfactory as it is extensive (Barsky, 1996). 
This can partially be expla ined  by the fact that  they fail to 
spontaneous ly  cons ider  the psychological  c o m p o n e n t  of  
their  physical symptoms. The  conviction is probably  a fac- 
tor  that  lowers our  chances of  keeping  these pat ients  in a 
psychological t reatment.  The  present  stndy demonst ra ted  
that  a t r ea tment  target ing excessive worry about  illness 
had  an impact  on  the conviction of  four  part icipants.  
However, it is possible that  the pat ients  par t ic ipat ing  in 
this study were probably  not  very convinced of  the or- 
ganic explana t ion  of  thei r  symptoms. The  doub t  was cer- 
tainly present  but  the persuasion, if present,  was not  strong 
as can be observed with o the r  cases in a medical  setting. 
The  clinical cut  score cons idered  in this study comes 
from a sample of  heal th  anxiety pat ients  who also partici- 
pa ted  on a voluntary basis. The  clinical mean  on the 

OVIS may be h igher  in a sample of  pat ients  who still hope  
to f ind the organic cause of  their  physical symptoms and  
who have never cons idered  consul t ing in menta l  health.  
Here ,  clinicians are conf ron ted  with the fact that  treat- 
men t  studies always have difficulty in reaching  the real  
represen ta t ion  of  the diverse cases of  hypochondriasis .  
Conviction has been  indirect ly ta rge ted  by the restructur- 
ing of  faulty beliefs about  worry and  the res t ructur ing o f  
genera l  faulty beliefs about  health.  The  usual cognitive 
res t ructur ing technique  was p resen ted  to part ic ipants  
and  they were invited to conf ront  all their  personal  faulty 
beliefs. It would have been  interes t ing to have a measure  
that  assessed this direct  impac t  on beliefs, but  no vali- 
da ted  measure  existed at  that  time. The  next  clinical con- 
t ro l led  trial should  address  this limit. Results concern-  
ing conviction must  be in terpre ted  with caution because 
of  the lower in ternal  consistency of  the French  version of  
OVIS. Otherwise,  the presen t  study demons t r a t ed  that  a 
t r ea tment  target ing excessive worry about  illness seems to 
have had  an impact  on the conviction of  four  participants. 

Another  limit of  the study concerns the self-monitoring 
of  illness worry and need  for reassurance. The  moni tor ing  
of  a specific worry is more  difficult than the moni tor ing  of  
all worry themes in a day. In o the r  GAD studies that  used 
s imilar  mon i to r ing ,  it seems eas ier  to es tabl ish a c lear  
base l ine  before  the in t roduc t ion  of  the intervention.  In 
this study, the tendency  to worry about  illness and  need  
reassurance is unstable and  varies according  to bodi ly  
fluctuations. Participants were not  necessarily d is turbed  
by symptoms every day. This was part icular ly the case for 
Participants 1, 5, and  6. However, in general ,  mon i to r ing  
presen ted  a decrease at the very end  of  t rea tment  and  at 
follow-up. It is possible that  it took more  t ime for partici- 
pants to develop the skill in changing  their  first negative 
reaction to daily symptoms. Finally, another  limit concern- 
ing the follow-up assessments must  be considered.  Al- 
though the evaluator was not  re la ted  to the presen t  study, 
keeping  him complete ly  b l inded  was not  fully achieved. 
The  evaluator  knew about  this t r ea tment  study because 
he was a m e m b e r  of  the d e p a r t m e n t  of  psychology. 

The  purpose  of  this t r ea tment  adapta t ion  was to ap- 
proach hypochondriasis  as illness worry. Results conf i rmed 
that  a t r ea tment  target ing excessive worry is a p romis ing  
approach  for hypochondriasis .  All par t ic ipants  reached  a 
high end-state funct ioning at the 1-year follow up. It seems 
that  our  comprehens ion  of  hypochondr ias is  is evolving 
and that  we have more  effective clinical strategies. It will 
be very impor tan t  to confirm those pre l iminary  results in 
a cont ro l led  clinical trial. We discussed the di f ferent  strat- 
egies that  were used to target  specific processes. Actually, 
we canno t  clearly assure that  the strategies used were re- 
sponsible for the clinical change  on the re la ted  process. 
In the next  years, it will be interes t ing to test the un ique  
effectiveness of  each componen t .  The  result  of  this study 
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paired with others (Avia et al., 1996; Bouman & Visser, 
1998; Clark et al., 1998; Furer et al., 1999; Stern & Fernan- 
dez, 1991; Warwick et al., 1996) invalidates the idea that 
hypochondriasis is still refractory to treatment. There is 
still much to discover and understand, but a new challenge 
in hypochondriasis may be more at the level of  screening 
in medical settings and psychoeducafion of  both health 
professionals and hypochondriacal patients. Clinical sug- 
gestions have already been proposed for the medical 
management  of  hypochondriasis (Barsky, 1996; Fallon et 
al., 1993; Salkovslis, 1989); the next challenge may be a 
question of  information diffusion. 
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Efficacy of Problem-Solving Training and Cognitive Exposure in the Treatment 
of Generalized Anxiety Disorder: A Case Replication Series 

M a r t i n  D. P r o v e n c h e r ,  Universitd L a v a l  
M i c h e l J .  Dugas ,  Concordia University a n d  H @ i t a l  du  Sacrd-Coeur de Montrda l  

R o b e r t  L a d o u c e u r ,  Universitd L a v a l  

Recent advances in our understanding of worry and generalized anxiety disorder (GAD) have led to the development of efficacious 
treatments for GAD. Although multidimensional treatment packages have shown efficacy, we know little about the efficacy and clin- 
ical utility of individual treatment components. This study evaluates the efficacy of problem-solving training and cognitive exposure 
for the treatment of GAD. Eighteen primary GAD patients received 12 sessions of cognitive-behavioral therapy in a case replication 
series. Treatment was individualized according to the main worries of patients and consisted of either problem-solving training for 
worries concerning current problems, or cognitive exposure for worries concerning hypothetical situations. Results show that both 
treatments led to statistically significant improvements on all outcome measures. Stringent clinicaUy significant outcome at posttest 
was reached by 73.3% of patients that completed treatment. Furthermore, gains were maintained at 6-month foUow-up. Consistent 
zoith current treatment models of GAD, these results suggest that problem-solving training and cognitive exposure are efficacious 
treatment components for GAD. 

O VER THE PAST 20 YEARS, theoret ical  and  clinical ad- 
vances in our  unde r s t and ing  of  worry and  general-  

ized anxiety d i sorder  (GAD) have led to the deve lopment  
of  efficacious t rea tment  packages for this d i sorder  (e.g., 
Barlow, Rapee,  & Brown, 1992; Borkovec & Costello, 
1993; Butler, Fennel ,  Robson,  & Gelder, 1991). However, 
a l though statistically significant improvements  have been  
found  in several studies, clinically significant improve- 
men t  has general ly  been  disappoint ing,  with only about  
50% of  pat ients  reaching  high endstate  funct ioning fol- 
lowing t rea tment  (see Borkovec & Whisman, 1996). These 
less-than-optimal results have been  expla ined  in par t  by 
the use of  variable diagnost ic  inclusion cri teria in ear l ier  
studies (Butler & Booth, 1991), and  the use of  t r ea tment  
strategies that  have been  used for many disorders  in most  
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studies (Brown, Barlow, & Liebowitz, 1994). These results 
have led several authors  to suggest that  active ingredients  
in the t rea tment  of  GAD have yet to be clearly ident i f ied 
(Barlow et al., 1992; Borkovec & Costello, 1993), and  that  
the impact  of  t rea tments  specifically des igned to target  
excessive worry has yet to be establ ished (Brown et al., 
1994). As stated by Borkovec, Newman,  Pincus, and  Lytle 
(2002), "It is unclear  what the relative contr ibut ions  are 
of  the cognitive and  behavioral  componen t s  commonly  
inc luded  in CBT packages" (p. 288). 

Based on the accumulat ing  knowledge in appl ied  re- 
search on GAD, Dugas, Gagnon,  Ladouceul ,  and  Freeston 
(1998) have proposed  a cognitive-behavioral model  of  GAD 
that  has implicat ions for the t rea tment  of  this disorder.  
The model ' s  main  features are in to le rance  of  uncer ta in ty  
(IU), positive beliefs about  worry, negative p rob l em ori- 
entat ion,  and  cognitive avoidance. IU has been  def ined  
as a cognit ive bias that  affects how a pe r son  perceives,  
in terpre ts ,  and  responds  to uncer ta in  si tuat ions on a 
cognitive, emot ional ,  and  behavioral  level (Dugas et  al., 


